Inserting permanent pacemakers and discharging the patients on the same day has been reported from the United States' and West Germany2 and its safety shown. Reviews in the United Kingdom, however, have suggested that patients should remain in hospital for 24 hours after the procedure.' We aimed to assess the feasibility and safety of management on a day case basis by a randomised controlled study, patients' reaction to such management, and the workload imposed on general practitioners in the month after the procedure.
Patients, methods, and results
Patients with suitable home circumstances and aged over 18 accepted for permanent pacing were randomised to either management on a day care basis or conventional management. Conventional management entailed at least one night as an inpatient after implantation of the pacemaker; day case patients were discharged by early evening on the day of the procedure. Standard implantation procedures were used, with follow up at one month.
Twenty with a general practitioner in each group in the month after the procedure. Using a 10 point scoring system, patients indicated how acceptable they had found the experience overall (0= maximally unacceptable, 10= maximally acceptable). The mean score was 9 0 for those managed conventionally and 8 -7 for those managed as day cases. When asked whether they had considered themselves ready to go home at the time of discharge three of the day case patients said no compared with two of those managed conventionally. Four of those managed conventionally would have preferred to gq home on the day of pacing and four of the day case patients would have preferred to stay.
There were no significant differences in the number of consultations with a general practitioner in the month after pacing; or in the scores from the questionnaire on acceptability, between the two groups (MannWhitney U test). To assess the significance of the complication rates the study would have required 2500 subjects.
Comment
Patients seemed to find implantation of a pacemaker on a day case basis as acceptable as conventional admission; there was no evidence that it had a higher rate of complications or that it imposed a greater burden on general practitioners in the ensuing month.
The difference in cost in our hospital for care in the day ward compared with an acute cardiology bed was roughly £200 a day. As the mean duration of stay in the group managed conventionally was 2-7 days this reflects an average saving per patient of £540. If all eligible patients given pacemakers in our centre were managed as day cases about £102 000 would be saved each year. Although the availability of day beds may limit the potential cost benefits, beds in the general ward could be used. Pacing centres with a similar proportion of patients eligible for the procedure might expect to double throughput without increasing the total number of beds used for pacing.
We thank Dr J D Poloniecki for help in the statistical design and analysis of this study and our colleagues Dr outpatients, may also influence this. With the increased waiting time some patients presumably either get better or seek treatment elsewhere. For the surgeon the booking system provides the satisfaction of providing an efficient system that is popular with patients. It does, however, require careful organisation and control. The diary of admissions must be strictly controlled by the consultant, who must match workload to theatre resources accurately while allowing for some emergency operations. There must therefore be flexiblity in use of theatre time with the understanding that operating lists may overrun. The system becomes unworkable when lists are cancelled at short notice or recurrent bed crises prevent elective operations. We found that the number of beds (22) allocated to each general surgeon was just sufficient with careful management, so that admissions did not have to be cancelled because of a lack of beds. The pain of renal colic is mediated primarily by prostaglandins, which also increase glomerular filtration,' inhibit antidiuretic hormone,2 increase smooth muscle tone, and mediate local inflammation,3 leading to further hydronephrosis. Traditional treatment has been intramuscular pethidine with an antiemetic. Non-steroidal anti-inflammatory drugs are as effective as this when given parenterally,4 but suppositories have not been formally assessed.
Patients, methods, and results
The local ethical committee granted approval for this study. Patients with a presumed diagnosis of renal colic were randomised by tossing a coin to receive either an injection of pethidine 100 mg and prochlorperazine 12 5 mg or diclofenac 100 mg rectally. We excluded patients with asthma, hypersensitivity to aspirin, impaired renal function (serum creatinine concentration >150 [tmol/l) Fifty eight patients were randomised, of whom 29 received diclofenac and 29 pethidine. Four patients in each group whose initial diagnosis was incorrect were excluded. There was no significant difference between the patients given diclofenac and those given pethidine in age, sex, weight (mean 76 kg v 74-3 kg), duration of pain (mean 11-32 h v 11-8 h), and site of the stone. Diclofenac was a more effective analgesic, the mean fall in the pain score being 62 mm in those given diclofenac compared with 44 mm in those given pethidine (95% confidence interval for difference in means 0 to 26 mm, p<0-01). The time of onset of analgesia was similar, and 21 (84%) of the patients given diclofenac but only 15 (60%) of those given pethidine were free of pain at one hour (95% confidence interval for difference in proportions 0 to 48%, p=005). Twelve of the patients who received pethidine required extra doses, one needing seven more. Only one patient given diclofenac, however, received opiate analgesia. Nausea (eight patients), dizziness or dysphoria (four), and vomiting (three) occurred after treatment with pethidine but not diclofenac.
Two potential opiate abusers were excluded, one before and one after randomisation. A 24 year old man 1140 BMJ VOLUME 299
